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Introduction
The aim of the present paper is to introduce this special
issue of the Journal of Psychology in Africa by presenting
and evaluating some of the critical debate that has grown
up around the literature on trauma and post-traumatic
stress disorder (PTSD). To begin with it is important to
provide a definition of the terms trauma, and post-traumatic
stress disorder 
A note on the meaning of ‘trauma’ in psychology
There are three basic meanings of the term ‘trauma’
(Merriam-Webster’s Collegiate Dictionary, 2003). The first
refers to ‘an injury (as a wound) to living tissue caused by an
extrinsic agent’, the meaning of the word in the original
ancient Greek. This is how the word is used in medicine and
the general public is likely to encounter it at a hospital where
‘trauma units’ are specially equipped to deal with serious
injuries following motor vehicle, industrial or domestic
accidents, or assaults. The second meaning is of psycholog-
ical trauma, defined as ‘a disordered psychic or behavioural
state resulting from mental or emotional stress or physical
injury’. Such states are associated with distressing symp-
toms which in their extreme form can be disabling, and it is
this meaning of trauma that will be the focus of this article.
Finally, trauma can also refer to ‘an agent, force, or mecha-
nism that causes trauma’, that is to say anything that gives
rise to trauma either in the physical or psychological sense.
In this paper, for the sake of clarity, the terms ‘traumatic
event’ or ‘traumatising event’ will often be used instead of
‘trauma’ when it is used in this sense.
In psychiatry and clinical psychology the term ‘trauma’ is 
used in a specialised sense to refer to extreme and often 
catastrophic events that pose a sudden threat to life or 
physical integrity, such as being assaulted, or being in a
serious motor vehicle accident. Individuals may be affected if
they are themselves the victim of such an event, if the victim
is relationally close (e.g. one’s child or parent or spouse), or if
they encounter the victim at close quarters as a result of
being a bystander, or in the course of their work for
emergency services (e.g. police, ambulance and other
medical or paramedical personnel). Events that can be
traumatising in this sense range from disasters which
devastate communities (floods, famine, earthquakes, volca-
nic eruptions, war, widespread political unrest) to traumatic
events that impact on individuals and families such as
targeted political violence (including raids and assaults on the
part of members of the military and police and detention and
torture), motor vehicle or industrial accidents, and criminal
and domestic violence. These kinds of events often result in
the development of PTSD, a syndrome defined in the ICD-10
Classification of Mental and Behavioural Disorders (1992)
and the Diagnostic and Statistical Manual of Mental
Disorders (American Psychiatric Association 2000), now in a
revised fourth edition. Depression is also common.
In ordinary language, there is a less exact use of the term
‘trauma’ in its psychological sense. Individuals can develop
physical illness, psychological distress, and behavioural
disturbances in response to a wide range of what are often
called ‘life events’ such as the death of a loved one, the
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loss of a job, failing an examination, or the break-up of a
love relationship. Depression is perhaps the best docu-
mented negative consequence of such events, although
typically it is an accumulating set of such events that have
negative consequences, especially for vulnerable individu-
als who have little social support or are otherwise prone to
becoming stressed (Paykal and Dowlatshahi, 1988). In
everyday conversation, these kinds of events are often
referred to as ‘traumatic’. Native American students
surveyed by Manson, S., Beals, J., O’Nell, T., Piasecki, J.,
Bechtold, D. and Keane, E. (1996), for example, reported
feeling traumatised by events such as death by natural
causes, or illness or surgery of a friend or family member.
The term can even be extended, sometimes partly humo-
rously, to responses to the result of a general election or a
loss sustained by a favoured sports team.
Diagnosis and the psychological sequelae of trauma
In South Africa, the ICD-10 (1992) was adopted as the
standard by the National Department of Health in 1996 and
subsequently by the Council for Medical Schemes (from the
beginning of 2005). It is thus becoming the normal tool for
professional communication between practitioners. On the
other hand, the DSM-IV (American Psychiatric Association,
2000) is used more extensively in epidemiological research
and treatment efficacy studies. In the case of PTSD, there is
a great deal of similarity between the diagnostic criteria in
the two manuals. Both define it in terms of three broad
classes of symptoms: (1) re-experiencing, for example, in
the form of intrusive memories or nightmares; (2) avoidance
in the form of emotional numbing and detachment as well as
behavioural avoidance of cues that might serve as a remin-
der of the trauma; (3) heightened sympathetic arousal giving
rise to hypervigilance, exaggerated startle reflex and insom-
nia. Both refer to a pattern of symptoms which persists well
beyond the acute phase following the traumatic event or
which may not appear in the acute phase at all and may
only occur weeks later. The ICD-10 provides a rather more
general description and does not specify how symptomatic
individuals must be in order to be given the diagnosis. The
DSM-IV specifies that to be diagnosed with PTSD an
individual must display at least one re-experiencing symp-
tom, three numbing and avoidance symptoms and two
sympathetic arousal symptoms. The diagnosis may not be
made in the first month following the trauma and, after that
can only be made where the symptoms have lasted for at
least a month. The DSM-IV provides three specifiers: the
disorder is classified as ‘acute’ if the symptoms have been
present for less than three months, as ‘chronic’ if they have
been present for more than three months, and as ‘delayed
onset’ if onset is at least six months after the trauma. The
ICD-10 is less specific but states that the time between the
traumatising event and the onset of the disorder ‘may range
from a few weeks to months (but rarely exceeds six
months)’ (World Health Organization 1992, p. 148).
There is considerable diversity and complexity in psycho-
logical responses to traumatising events not only in terms of
initial impact but also in terms of longitudinal course; and
not all or even most individuals exposed to traumatising
events develop PTSD (Danieli 1998; Everly and Lating
1995; Marsella, Friedman, Gerrity and Scurfield 1996;
Edwards, Sakasa, and Van Wyk 2005, this issue; Wilson
and Raphael 1993). Nevertheless, especially in cases
where the events evoke an intense fear reaction (Vaiva,
Ducrocq, Cottencin, Goudemand, and Thomas 2000),
PTSD can persist for a few weeks or endure for months or
even years. PTSD is not diagnosed in the immediate
aftermath of a traumatic event because initial symptoms
may be quite transient, and tell us little about how the
affected individual may fare in the longer term. For this
reason both manuals provide a diagnostic category for
individuals experiencing intense distress at this time. The
ICD-10’s ‘Acute Stress Reaction’ (ASR), refers to a shifting
pattern of intense symptoms, that may be seen in the hours
immediately after a trauma. These show great variation but
typically they include an initial state of ‘daze’, with some
restrictions on the field of consciousness and narrowing of
attention, inability to comprehend stimuli and disorientation.
... The symptoms ... show a mixed and changing
picture ... depression, anxiety, anger, despair, overac-
tivity and with-drawal may all be seen but no one type
of symptom pre-dominates for long (World Health
Organization 1992, pp. 146–7).
This syndrome will often resolve quite quickly and almost
always within a few days.
A similar diagnosis called ‘Gross Stress Reaction’
appeared in the original DSM published in 1952 (Wilson,
1995). However, in the DSM-IV-TR (American Psychiatric
Association 2000) the diagnosis of Acute Stress Disorder
(ASD) is more specialised and requires that individuals
meet the criteria for PTSD and, in addition, display disso-
ciative symptoms such as numbing or derealisation. 
This reflects a difference in intent on the part of the
authors of the ICD-10 and the DSM-IV. The ICD’s ASR is
intended to refer to the kind of intense response which can
affect a larger number of people and which in most cases
will subside quickly. The message given is that this is a
fairly common response in psychologically healthy people
and does not necessarily raise concerns about longer term
adjustment. By contrast the aim of the stricter criteria of the
DSM-IV is to identify those individuals who are likely to
have difficulties with long term adjustment and go on to
develop post-traumatic stress disorder. If those who are at
risk for developing long term psychological problems can be
identified in the acute phase, it might be possible to provide
them with specialised counselling that might prevent this
from happening. The criteria for ASD have met with some
criticism, however, since subsequent research has shown
that dissociative symptoms are not exclusive predictors of
later PTSD nor do they have better predictive power than
some other non-dissociative symptoms (Bryant 2003; for
further discussion see Edwards et al. (2005, this issue).
The different approaches taken by the ICD-10 and DSM-IV
can be considered complementary rather than contradic-
tory, since, in practice, each approach has advantages and
disadvantages, and the assessment of the salience of
particular factors will vary depending on one’s purpose. If
we are at the scene of a disaster and we want to identify
victims in need of immediate support and care we would
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probably want to use the ICD-10 criteria for Acute Stress
Reaction. If we want to identify those at risk for having
PTSD a month in the future, the DSM-IV criteria for Acute
Stress Disorder would be most useful. With respect to
PTSD, the strict and detailed criteria of the DSM-IV can
create anomalies in cases where most of the symptoms are
found except that, for example, there are only two numbing
and avoidance symptoms instead of three. While such a
case could not technically be given the diagnosis of PTSD,
this would not make a difference to the treatment that would
be offered. In terms of the ICD-10 with its broader and less
specific definitions these problems would not occur. At the
same time, in research, there are advantages to having the
more precise DSM-IV criteria since, in order to evaluate the
effect of an intervention, for example, it would be advanta-
geous to apply it to individuals who were clear examples of
the syndrome.
PTSD as a focus for research
This approach to PTSD has served as the basis for much
fruitful research. One reason for this is that it is a disabling
condition. Apart from causing considerable distress, PTSD
symptoms often result in impaired interpersonal relation-
ships at home and at work and often interfere with effective
work performance. Four South African teachers described
how school children who had been sexually abused exhi-
bited learning and behavioural problems that placed signifi-
cant demands on them (Tlali and Moldan 2005). PTSD
following mining accidents in South Africa can result in
absenteeism, accident proneness, erratic work patterns,
wastage of materials and frequent errors (Badenhorst and
Van Schalkwyk 1992). UK Road accident survivors with
PTSD, though highly motivated to work, were hindered by
depression, difficulties with time management, and over-
concern about physical injuries (Matthews 2005). First,
there has been a great deal of epidemiological research
examining the prevalence of PTSD in communities and in
vulnerable populations. A considerable body of South
African research of this sort is reviewed by Edwards
(2005a, this issue) who concludes that PTSD is a signifi-
cant public health problem in South Africa, and probably in
much of the rest of Africa. Second, there has been a great
deal of fruitful theoretical analysis of the factors that render
individuals vulnerable to the development of PTSD and the
psychological processes that underlie it (Edwards 2005b,
this issue; Edwards et al. 2005, this issue). Finally, consid-
erable attention has been paid to the treatment of PTSD
and there is a growing body of efficacy research that has
evaluated a large number of interventions in randomised
controlled trials (Edwards 2005b, this issue).
Critical perspectives on PTSD research
Despite the practical implications of these perspectives and
conclusions for service delivery, Collins (2004) is critical of
what he see as the excessive influence on psychological
research of the DSM-IV diagnostic criteria for PTSD and is
concerned that psychologists are starting to limit the use of
the term ‘trauma’ to those kinds of events which are associ-
ated with PTSD. He points out that the term has a wide
usage in ordinary as well as in psychological discourse, and
is concerned that focus on the specific diagnostic criteria of
DSM-IV distorts the field and may have the effect of divert-
ing attention away from other matters of psychological
concern. In addition, this use of the term might be seen to
imply that other distressing events are not ‘traumatic’ and
as a result their negative psychological effects might be
underestimated or even ignored. Critics have also sought to
undermine the findings of research on PTSD by arguing
that they are limited because of several problems with the
concept of PTSD itself.
PTSD and trauma: Medical or social problem?
Critics argue that the conclusions of this research depend
on the assumption that PTSD is a universal and objective
form of illness. Instead, they argue that the emergence of
PTSD as a medical/psychiatric disorder is a social construc-
tion arising from particular historical and economic pro-
cesses in Western society. When individuals from cultures
not exposed to Western medical labelling are interviewed
about their experiences of and responses to traumatising
events, they do not typically provide an account of PTSD
symptoms. This is because there is considerable cultural
variation in the ‘idioms of distress’ that govern the expres-
sion of emotional states, depending on the overall context
of cultural conditioning (Collins 2004; Herbert and Sageman
2004; Jenkins 1996). For example, in talking about trau-
matic events, rural Zulus focus on explanations in terms of
a disruption between the natural and supernatural domains
of life (McBride 2004; Ndlovu 2004). The kinds of symptoms
reported to researchers or health professionals may also be
influenced by suggestion. The very act of asking questions
about specific symptoms either in the clinical situation or by
researchers can function as a form of suggestion that
increases the chances of those symptoms being reported
(Herbert and Sageman 2004). If this is true, responses to
self report questionnaires or structured, directive clinical
interviews may shape the pattern of responses and overes-
timate the prevalence of PTSD symptoms. This effect may
well be elevated in participants reading items in a second
language (as in much South African survey research) where
problems with connotative meaning of items have been
regularly documented (e.g. Edwards and Moldan 2004).
Critics also express concern that the concept of PTSD
amounts to the medicalisation of normal human responses
to suffering. This can have the effect of directing attention
away from the societal conditions such as poverty and
abuse of power that give rise to psychological trauma and
put the emphasis on solutions that target individuals such as
medication and counselling. As Swartz and Levett (1989, p.
747) put it, ‘the costs of generations of oppression of
children cannot be offset by the intervention of mental health
workers.’ Summerfield (2001), who has been a persistent
exponent of this argument, criticised a study by de Jong,
Mulhem, Ford, Van der Kam and Kleber (2000) conducted in
Sierra Leone during the civil war in which the majority of
respondents were found to have PTSD (this study is sum-
marised by Edwards 2005a, this issue). Whatever these
respondents were experiencing, it is argued, were the
consequences of being in a catastrophic situation and
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cannot appropriately be thought of as a medical illness for
which some form of treatment would be appropriate. He
dismisses the finding as ‘clinically meaningless’ and calls the
disorder a ‘pseudocondition’ (p. 97) since, he argues,
symptoms found in almost all members of a population can
hardly be regarded as pathological and it would be inappro-
priate to respond to a situation like this by offering each of
them individual treatment for a medical condition.
Summerfield also argues that the diagnosis of PTSD has
become a vested interest in that it provides a source of
identity and employment for many professionals. One area
that is particularly contentious is that of medical boarding on
the basis of a PTSD diagnosis. Critics point out there can
therefore be considerable secondary gain from displaying
and maintaining the symptoms of PTSD (Herbert and
Sageman 2004; Summerfield 2001; Edwards et al. 2005, this
issue). For Summerfield (2001) PTSD is thus a dangerous
‘invention’ that has spawned a ‘veritable trauma industry
comprising experts, lawyers, claimants and other interested
parties; it is a kind of social movement trading on the author-
ity of medical pronouncements’ (p. 96). This perspective has
been espoused by community psychologists in South Africa
who warn of ‘the elitist and alienating excesses of a mental
health industry which [assumes] that people respond to
hardship with psychopathology which in turn needs to be
treated by experts’ (Swartz and Levett 1989, p. 746).
Single episode and cumulative trauma
Critics also express concern about the danger of making
PTSD into a unique and prototypical illness, and it has been
suggested that a spectrum of post-traumatic stress disorders
needs to be defined to address the complexity encountered
in clinical practice. PTSD includes a range of different
symptoms, and individuals with quite different symptom
patterns are currently grouped together under the same
diagnosis. There is still debate about whether PTSD should
be classified into subtypes depending on which symptoms
are present or predominate. There is also considerable
debate about whether PTSD should be regarded as a unique
kind of reaction to extreme stress, or merely as a particularly
intense form that has much in common with other reactions
to stress (Brewin, McNally and Taylor 2004).
A related criticism is that excessive focus on the psychologi-
cal impact of a single traumatic event leads to a failure to do
justice to the many contexts in which individuals are exposed
to ‘cumulative trauma’ (Robin, Chester and Goldman 1996,
p. 240) or ‘insidious trauma’ (Root 1996, p. 374) in families or
communities where substance abuse problems, physical and
sexual abuse of women and chil-dren, gang activity and
criminal violence are endemic. As Simpson (1993, p. 609)
observes, ‘It is not so tidy in the real world or in the Third
World.’ Chronic exposure can also occur as a result of sus-
tained military combat or insurgency where both military
members and civilians are equally affected, as occurred in
South Africa in the 1980s (Straker and Moosa 1994).
Another context is prolonged incarceration as may
happen to prisoners of war, political prisoners or hostages.
When compared to responses to one or a few events, when
there has been sustained and repeated exposure, ‘the
symptom picture is often far more complex. Survivors of
prolonged abuse develop characteristic personality chan-
ges, including deformations of relatedness and identity’
(Herman 2001, p. 119). The characteristic PTSD symptoms
may be less prominent or even largely absent in such
cases, or their significance may be obscured by other
symptoms including behavioural disturbances. Terms like
‘post-traumatic character disorder’ or ‘complicated post-
traumatic stress disorder’ have been used and Herman’s
(1995, 2001) term ‘complex post-traumatic stress disorder’
has been widely taken up (e.g. Williams and Sommer
2002). It has also been suggested that it is important to
distinguish between multiple traumas which occur due to
warfare or endemic community violence on the one hand,
and prolonged abuse for example in the family, on the
other, where the element of surprise or shock may be
missing, and the impact of the traumatic treatment may be
compounded by isolation, secrecy and feelings of betrayal
(Brewin, McNally and Taylor 2004; Simpson 1993). 
None of these debates is currently reflected in the DSM-IV.
The ICD-10 does reflect some aspects of these develop-
ments through the diagnosis ‘Enduring personality change
after catastrophic experience’. Such experiences include
disasters, hostage situations and prolonged captivity and the
symptoms are differentiated from those of PTSD and include
social withdrawal, mistrustful attitudes and a chronic feeling
of being threatened. However, diagnostic manuals do not
and perhaps cannot reflect these debates in the clinical litera-
ture which demonstrate an awareness of the complexity of
the psychological consequences of trauma and of the range
of different paths it can take. Collins (2004) is therefore right
in warning that the DSM-IV formulations should not be
allowed to dominate psychological research. Since the
function of diagnostic manuals is to identify the necessary
and sufficient conditions for making a diagnosis, they
inevitably focus on only a narrow range of responses which
either (a) are very widely found as part of the syndrome or (b)
are particularly useful in distinguishing it from other
syndromes. They have a valuable role to play in alerting
clinicians to the existence of a recognisable syndrome and in
helping researchers examine the psychological characteris-
tics or response to interventions for specific diagnostic
groups. The DSM does not provide a thorough review of the
psychological dimensions of the disorders it lists or of the
current state of relevant psychological theory. Alongside the
diagnostic label an increasingly differentiated psychological
understanding of the sequelae of traumatising events that
goes far beyond the ordinary discourses not only of tradi-
tional cultures but of most non-professional contexts within
Western culture has been developing. This has yet to be
reflected in the DSM system. There is also a growing litera-
ture on PTSD in non-Western cultural settings that calls for
an expansion of the ‘parameters of the PTSD construct ... to
take into account gen-dered, sociopolitical, and ethnocultural
dimensions of experience’ (Jenkins 1996, p. 178).
Finding the balance
Some of the critical debate reviewed above arises from a
clash of polarities. On the one side is a collectivist perspec-
tive that recognises that individuals are deeply embedded
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in their historical and cultural contexts, and that the effects
of trauma are societal as much as individual. From this
perspective trauma needs to be addressed by transforming
the conditions within society which give rise to traumatising
events, by promoting social cohesion and support, and by
collective rituals that honour recovery and forward move-
ment. On the other side is an individualistic perspective
which focuses on the plight of individuals, recommends the
identification of vulnerable individuals and the offering to
them of specific resources to address their vulnerability.
This perspective gives rise to the diagnosis of psychologi-
cal disorders and the identification and evaluation of treat-
ment interventions.
As with any polarity, it is important to hold the two poles in
balance rather than focus on their opposition. As Kirmayer
(1996, p. 153) observes, ‘both poles exist in all cultures and
are a source of intrapsychic and interpersonal tension,
negotiation and compromise.’ It is easy to caricature, as
Summerfield does, an individualistic perspective taken to
the extreme. It is true that a decade ago, trauma experts
were recommending that all those exposed to trauma
needed some form of counselling or debriefing. However,
contemporary approaches to trauma crisis management
emphasise a comprehensive range of interventions, many
on a community-wide basis and give a more limited role to
specialised health professionals (Herbert and Sageman
2004; Macy, Behar, Paulson, Delman, Schmid and Smith
2004; Van Wyk and Edwards 2005, this issue). Further-
more, Summerfield’s argument that a condition found in a
large proportion of the population does not warrant clinical
attention would not be convincing when applied to con-
ditions such as cholera, malaria or HIV/AIDS or to a
community with a large proportion of members maimed by
land-mine accidents. For each of these problems to be
appropriately addressed, a range of interventions is called
for, some of which are at a community level, while others
would target individuals. There would be a need for preven-
tative steps on a community-wide basis such as ensuring
clean water, eliminating mosquitos and clearing land-mines.
In addition, education of communities should be undertaken
through schools and the media to encourage the develop-
ment of new health enhancing habits of thought and beha-
viour. Finally, affected individuals need to be offered
preventative treatment (e.g. where vaccines are available)
and acute treatment. PTSD is no different. Intervention at
many levels is called for in addressing the causes and
symptoms of PTSD as a public health concern.
PTSD as a concept that sensitises to the impact of
trauma
The emergence of PTSD as a diagnostic category also has
a collective and social dimension as a means of validating
the nature of suffering that was previously ignored or
misunderstood. In Europe, the emotional distress of women
with a history of sexual abuse, though recognised in the
1860s long before Freud became a therapist, was dis-
missed as ‘hysteria’ and continued to be so for another
century. In the European military context, before and even
during the First World War, what is now conceptualised as
PTSD, was often labelled moral weakness or cowardice.
The emergence of the understanding that a traumatic
syndrome is a normal response to extreme events and that
it can be addressed in a humane and effective manner in a
medical context is a cultural advance in that the effects of
trauma are now viewed with more humanity and sensitivity
than before. The attribution of traumatic symptoms to
cowardice and the belief that this deserves punishment is
itself a cultural construction that from a contemporary
human rights perspective seems abusive. 
PTSD as a category therefore provides a vehicle for
giving voice to the consequences of abuse and trauma. The
cultural expectations which shape the way individuals
describe their problems and symptoms to health professio-
nals may result in their failing to disclose important infor-
mation. The result can be that health professionals fail to
offer effective interventions even though they are available.
It is common for illiterate black patients suffering from
depression and other psychological disorders to report
physical symptoms such as aches and pains (Swartz 1998).
The effect of this is that the psychological disorder is not
recognised or treated. Two studies (Carey,  Stein, Zungu-
Dirwayi and Seedat 2003; Marais, De Villiers, Moller and
Stein 1999) reviewed by Edwards (2005a, this issue)
showed that neither doctors nor patients were aware of the
links between traumatising events and physical and
psychological symptoms. The results suggested that it
would be valuable for medical personnel involved in
assessment to be sensitised to the role of violence and
trauma in giving rise to physical medical symptoms and to
ask about exposure to violent events as a route to making a
more comprehensive and appropriate formulation of the
case. Otherwise what are in fact symptoms of abuse,
sometimes chronic abuse, are mistakenly attributed to
illness, and not properly addressed (Root 1996).
The emergence of PTSD as a clinical category is not just
an arbitrary invention. It reflects an increasing understand-
ing of the phenomenology of a recognisable experience
that has emerged from clinical observations over decades
and has been examined in many well controlled research
studies over the past 20 years. The very existence of the
diagnosis serves to sensitise professionals and the public
to significant distress that might otherwise go unrecognised
and, as Dinicola (1996, p. 403) observes, ‘help to mobilise
therapeutic resources for populations not otherwise served
by mainstream society and mainstream clinical fields.’ It is
‘the first diagnosis that incorporated much of the feminist
literature on violence against women,’ observes Root
(1996, p. 374). Eagle (2004) describes the dilemma created
by the injunction to be sensitive to cultural understanding
and explanations. A girl was brought to the clinic by her
mother and there was evidence of ongoing sexual abuse by
a neighbour or family member. However, the father had
consulted a traditional healer whose focus was on why this
misfortune had been visited on the family, rather than on
the emotional distress of the child. The father preferred to
follow the healer in looking for supernatural causes of the
misfortune and would not allow the girl to return for psycho-
logical treatment. In such a case there is a strong probabil-
ity that attributions in terms of traditional beliefs in witchcraft
would serve to perpetuate distress rather than relieve it.
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Even in situations of multiple ongoing traumatising
events, there is evidence of the value of recognising
PTSD as a defined syndrome that can be readily identified
and, in many cases, effectively addressed. In the context
of ongoing mil i tary combat in which personnel are
exposed to prolonged and repeated traumatising events it
has long been recognised that the way post-traumatic
symptoms are managed has a marked impact on the
degree of disability and the number of personnel affected.
In 1917, Salmon had advocated that soldiers suffering
from ‘shell shock’ should be treated on the basis of an
approach summarised by the acronym ‘PIE’. Soldiers
should be treated close to the combat zone (Proximity
principle), without delay (Immediacy principle), and should
be led to expect that they would regain their capacity to
funct ion wel l  and handle the stresses of combat
(Expectancy principle). The PIE approach has been widely
used since the First World War with demonstrable
effectiveness in a large number of theatres of conflict
(Herbert and Sageman 2004) and forms the basis of the
management of PTSD in the South African mining industry
(Badenhorst and Van Schalkwyk 1992). Cigrang, Peterson
and Schobitz (2005) document a contemporary applica-
tion of this, assimilated into an evidence-based cognitive
behavioural approach, in the form of three case studies of
American soldiers in Iraq. In each case the soldier had
developed PTSD following a series of traumatic events in
combat and was not functioning effectively as a result. In
one case there was a history of sustained childhood
trauma. Each was treated in a few sessions and returned
to active duty without PTSD symptoms and was able to
function normally in the combat situation.
Finding the balance in the South African context
The poles of the collectivist-individualist debate have been
and continue to be played out among South African
psychologists. On the one hand, a large number of practi-
tioners have been trained in individual interventions for
traumatised individuals and have extensive experience in
dealing with them in practice (Eagle 2000 2004; Leibowitz
et al. 1999). On the other, a strong tradition of critical
psychological literature emphasises the sources of trauma
in abuse of power, state repression, endemic conflicts
between communities and cycles of poverty and violence,
and the need for political, societal and institutional change
(Dawes and Tredoux 1989; Dawes, Tredoux and Feinstein
1989; Gobodo-Madikizela 2004; Silove and Schweitzer
1993; Simpson 1993, 1998; Straker, Moosa and Sanc-
tuaries Counseling Team 1988; Swartz 1998; Swartz, Dow-
dall and Swartz 1986).
The balancing of collectivist and individualistic perspec-
tives can be seen in aspects of the work of the Truth and
Reconciliation Commission in South Africa. Counsellors
were on hand to provide individual support for those who,
while testifying, were confronted with overwhelmingly
painful memories. It is also probable that many of those
with chronic PTSD could be helped by individual psycho-
therapy, although there is no documentation of the extent to
which this actually occurred. At the same time, the process
was important as a public ritual and in many cases
individuals on both sides experienced great relief; some
perpetrators expressed genuine sorrow at what they had
done and at the pain they had inflicted; some victims were
able to forgive the perpetrators and move on with their
lives. A woman whose sister had been killed in community
violence and who testified at Duduza provides an example
of a positive experience (Van der Merwe 1997)
After I had told my story the commissioners asked the
hall to stand and observe a minute’s silence. I was
surprised that nobody hesitated. It was very meaning-
ful. Some people called me after the hearing to ask
that I forgive the community for what they had done to
the victim (her sister) and the family. People in the
community had treated the family with suspicion for a
long time.
However, such a process is inevitably incomplete. Many felt
that their concerns had not been addressed. Some perpe-
trators appeared to show no genuine remorse, and to be
admitting what they had done merely to ensure that they
received amnesty. Many who attended were disappointed
because the stories that were told did not reflect the kinds
of abusive experiences they themselves had been sub-
jected to. Van der Merwe (1997) comments:
The TRC has played a part by engaging victims in
examining and articulating their needs within a
reconciliation process. It has however not done
enough, in the eyes of those interviewed, in meeting
their high expectations of the full truth or in facilitating
a process through which these needs could be met. 
Despite its shortcomings, the process served as a public
acknowledgement of the political and societal nature of the
context in which atrocities were committed and individuals
traumatised, and an impetus to create a new future in which
racial conflicts would no longer result in tragic and needless
conflict. The significance of the TRC as a social process
towards healing has been widely acknowledged, and a
similar process has been proposed in other countries which
have experienced bitter conflict, including Rwanda and
Sierra Leone (Hayner 2004).
Conclusion
The task of healing calls for a broad spectrum of activities
that include political and social transformation, encourage-
ment of exploration of past traumatic events through art,
film and other media, and ongoing public rituals that honour
those who lived and wrote (and in many cases died) with
integrity through the conflict years and that focus attention
on building a secure and democratic future. In addition,
there is an urgent need for attention to be paid to the
elimination of poverty and the conditions in which crime and
domestic violence flourish (Commission for Africa 2005). In
the immediate aftermath of traumatic events there is a need
for practical support and problem-solving and resources
that promote social support and restore safety and normal
everyday functioning at a practical level (Van Wyk and
Edwards 2005, this issue). These community approaches
can be complemented by appropriate counselling and
psychotherapy for individuals or groups. For example,
trauma and healing workshops are being offered to
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genocide survivors from Rwanda (King 2002) and Zimbab-
wean political refugees (Pigou 2004) and there are many
diverse programmes with a similar intent offered for
example by South African organisations such as The
Spirals Trust (Edlmann 2004); the Institute for Healing
Memories (Lapsley 2004) and the Khulani Support Group,
whose members use scrapbooks, memory-books, memory-
clothes, drawings, paintings and art banners to express
their experiences of traumatic events under the apartheid
system (Khalipa 2004). The damaging legacy of the trauma
of political conflict and repression may take generations to
erase, and there are ongoing sources of violence, accident
and disaster that will continue to affect large numbers of
people on a daily basis (Edwards 2005a, this issue). It is
likely that counsellors and psychologists working both
privately, within organisations, and in the public health
sector will be confronted by and work with individual cases
of PTSD for the foreseeable future.
Notes
1 The research was supported by a grant from the Rhodes
University Joint Research Committee. 
2 Requests for reprints should be sent to Professor David
Edwards, Department of Psychology, Rhodes University,
Grahamstown, 6140, South Africa. E-mail: d.edwards@ru.ac.za
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